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Letters to Editor
Successful Airtraq ® use for emergency off-centre glottic intubation in a patient with post-dialysis neck haematoma Sir, Video and optical laryngoscopes are increasingly being used in difficult airway management. Airtraq ® (Prodol Meditec Ltd., Guangdong, China) has been successfully used for difficult airway in elective settings. [1] It has good success rates for intubation and decreased intubation times in manikin-based studies in emergency settings. [2] We present emergency difficult airway management using Airtraq ® in a patient with post-dialysis neck haematoma, in whom traditional intubation with Macintosh laryngoscope and bougie was unsuccessful.
We received a call from the dialysis room for urgent intubation in a 45-year-old female patient who had an increasing neck haematoma immediately post-dialysis. There was history of right carotid artery puncture in an unsuccessful attempt for internal jugular vein cannulation, managed with pressure compression over artery for 10 min. She underwent haemodialysis with heparin which led to post-dialysis neck haematoma formation. On arrival, the patient could be mask ventilated with manual resuscitator bag. Two attempts at intubation with Macintosh laryngoscope and bougie were unsuccessful. On laryngoscopy, her glottis was off centre with complete shift of trachea to the left. Meanwhile, the patient suffered cardiac arrest but was immediately revived with a bolus dose of adrenaline. Emergency intubation was then successfully performed with the aid of Airtraq ® by a senior anaesthesiologist with 7.5 mm endotracheal tube [ Figure 1 ].
Emergency intubations have always been associated with higher rate of complications leading to significant morbidity and mortality. [1] In our case, it was complicated by inadequate positioning, remote location, general environment of high stress and progressive increase in the size of haematoma. Extensive neck haematoma is an emergency which can exponentially deteriorate to loss of airway. There can be shift of trachea, limited neck movements and increased stiffness in the submandibular region, making oral intubation difficult and cricothyrotomy or tracheostomy impossible.
The Difficult Airway Society 2015 guidelines for the management of unanticipated difficult intubation in adults has included the use of videolaryngoscopes as part of Plan A and recommends that all anaesthetists should be skilled in their use and should have immediate access to it. [3] Airtraq ® is an indirect optical laryngoscope. The design of its blade conforms well to the oropharyngeal airway, thus enabling intubation without oral, pharyngeal and laryngeal axes alignment, facilitating intubation in neutral head position. Excellent glottic exposure is obtained due to the design of optical lenses and anti-fogging mechanism. Turkstra reported 66% less cervical spine motion during laryngoscopy with Airtraq ® as compared to Macintosh laryngoscope. [4] Intubation with Airtraq ® in six patients with off-centre glottis with the assistance of LMA™ endotracheal tube in non-emergency settings is reported. [5] A success rate of 68% (19/28) with Airtraq ® in pre-hospital intubations performed by anaesthetists and nurse anaesthetists is reported in a retrospective study. [2] Hirabayashi et al. in their meta-analysis found Airtraq ® to provide significant advantage over Macintosh laryngoscopy in difficult tracheal intubations. [6] Some of the limitations with its use are that it is disposable and costly, requires adequate mouth opening and may cause trauma. However, in the hands of a trained anaesthetsiologist, Airtraq ® can be an invaluable adjunct for managing emergency difficult intubations.
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There are no conflicts of interest. Pectus carinatum is a chest wall deformity that occurs less frequently and surgical correction for this chest wall deformity is mostly for cosmetic reasons. Anaesthesia for this procedure may be complicated by associated systemic disorders such as Marfan's disease, homocystinuria, Prune belly syndrome, Morquio syndrome, osteogenesis imperfecta, Noonan syndrome, mitral valve prolapse, scoliosis or other collagen vascular diseases. [1] Although the surgical aspects of pectus carinatum repair are extensively reported, literature on anaesthetic management is sparse. We report the successful management of a case of pectus carinatum repair in an adolescent patient with hyperhomocysteinaemia and kyphoscoliosis. A 14-year-old boy weighing 40 kg presented to the hospital with complaints of protuberance of the lower chest since birth which had significantly increased in the last 2 years. Computed tomography of the chest revealed chondrogladiolar type of pectus carinatum with Haller index of 1.6 (Haller's index, the ratio of transverse diameter of thorax to antero-posterior diameter at lower third of sternum, normal value = 2.5) and thoracic kyphoscoliosis to left [ Figure 1 ]. Pulmonary function testing showed moderate restrictive pattern. A year earlier, he had suffered from the left upper motor neurone Bell's palsy, which was self-limiting. Evaluation for early onset of cerebrovascular disease revealed homocysteinaemia with homocysteine levels of 18.5 µmol/l. He was treated with folic acid, Vitamin B6 and B12 supplements. The patient now desired to have a repair of pectus carinatum which was scheduled under general anaesthesia. Pre-operatively, vitamin supplements were continued.
In the operation theatre, intravenous (iv) line was inserted and American Society of Anesthesiologists standard monitoring was connected. An epidural catheter was placed in T7-8 space for intra and postoperative analgesia. Epidural analgesia was initiated with a bolus of 7 ml of 0.25% bupivacaine followed by an infusion of 0.125% bupivacaine at 8 ml/h. Elastic stocking was used in the legs to avoid venous stasis. The patient was pre-medicated with fentanyl 100 µg, midazolam 1 mg, induced with thiopentone 200 mg and tracheal intubation was
